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T raumatization is linked to an increased risk for developing a mental disorder; especially posttraumatic stress disorder, major depression, alcohol and substance abuse, eating disorders, or somatization (Breslau et al., 1998; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; McFarlane, 1992; Shalev et al., 1998 ) . Research into the mental health treatment of trauma survivors has so far concentrated on developing and proving the efficiency of diverse treatment approaches for these disorders, and a number of highly effective treatment options for stress disorders exist today (Bradley, Greene, Russ, Dutra, & Westen, 2005 ; Foa & Meadows, 1997; van Etten & Taylor, 1998) .
Considerably less attention has been paid to the fact that these efficient approaches reach only a fraction of those in need of treatment. This may be due to a number of factors inherent to the individual and his or her social environment. In order to improve mental health care for trauma survivors we have to understand those factors and their relationships. The present article suggests a guiding hypothesis for future research: while need is the central condition for later help-seeking, the traumatized individual has to perceive and represent it and develop a wish and intention to seek help. The introduced model describes a number of factors relevant for this process. It thus offers a frame for research aiming to understand and eventually close the fatal gap between the need for help and help-seeking.
After a short review of research on help-seeking after trauma and of relevant theories, the article presents an integrative model of mental health help-seeking after interpersonal traumatization and discusses its implications for research and practice.
HELP-SEEKING FOR MENTAL DISORDERS AND TRAUMATIZATION
The current article focuses on the documented shortfall in mental health care for traumatized individuals despite sufficient treatment methods. The number of studies investigating the mental health help-seeking behavior in a traumatized population is very limited, and available studies have focused on Vietnam veterans (Elhai, North, & Frueh, 2005; Koenen, Goodwin, Stuening, Hellman, & Guardino, 2003 ) . In the studies assessing a nonveteran population, 11% to 53% of traumatized individuals sought psychosocial help (see Table 1 ). Amaya-Jackson et al. (1999) found in their analysis of a cross-sectional epidemiological survey that 21% of individuals with posttraumatic stress did not access mental health care despite perceived need.
The low rate of mental health help-seeking after traumatization and the observed gap between self-assessed need and help-seeking are the target of the integrative model developed in this article. What are barriers preventing formal help-seeking? What are the factors promoting help-seeking? A number of reasons account for the gap between the objective need and mental health help-seeking. In the following, we present the growing body of research identifying potential subjective barriers.
Six well-established subjective barriers to mental health help-seeking have been identified in numerous studies (e.g., Christiana et al., 2000; Fox, Blank, Rovnyak, & Barnett, 2001; Issakidis & Andrews, 2002; Koenen et al., 2003; Meltzer et al., 2000) . These are: (a) the attitude that an adult has to cope without help, (b) lack of knowledge about mental health or help providers, (c) lack of insight into the problem, (d) shame about the disorder or need for help and fear of stigmatization, (e) the pathology itself, and (f ) perceived structural barriers like costs or lack of time. In addition to these general barriers to treatment, some studies with traumatized subjects report the relevance of specific barriers. Shame and guilt are of special importance in this population (Fugate, Landis, Riordan, Naureckas, & Engel, 2005; Mazza, Dennerstein, & Ryan, 1996 ; Mol et al., 2002) . Also the reactions of the environment play an important role. Maercker and Müller (2004) observed that the reluctance to disclose the trauma is heightened by a negative reaction of the social environment, while at the same time the subjective urge to talk about the traumatic experience is also increased. The relationship to the offender adds to the traumaspecific barriers (Fugate et al., 2005; Müller et al., 2004; Ullman & Filipas, 2001) .
Of all factors promoting help-seeking behavior, suffering and symptom load have been shown to be the most prominent (Andrews, Issakidis, & Carter, 2001; Elhai et al., 2005; Issakidis & Andrews, 2002; Meltzer et al., 2000; Thompson, Hunt, & Issakidis, 2004) . For traumatized subjects, the number of traumas experienced as well as the severity of the trauma play a comparable role in help-seeking (Elhai et al., 2005) .
THEORIES OF HELP-SEEKING
Most of the aforementioned studies on help-seeking for mental illnesses are descriptive or exploratory. This is probably due to the fact that relevant theories of health behavior have mainly been developed in the context of physical illness and preventive health behavior. The following selection of models of health and illness behavior has been made with respect to their academic acceptance, because they cover different aspects of health and illness behavior, and because of their relevance to the aim of this article·and this is by no means an exhaustive review.
Many of the theories include very similar constructs under different labels (Bandura, 1998; Nigg, Allegrante, & Ory, 2002; Noar & Zimmerman, 2004) . These common elements are: attitudinal beliefs (appraisal of pros and cons); self-efficacy beliefs (beliefs about control over the behavior); normative beliefs; risk-related beliefs and emotional responses as well as intention and planning. Targeting the aspect of decision making in health behavior, the theory of planned behavior (Ajzen, 1991; Madden, Ellen, Ajzen, 1992) , the theory of action phases (Gollwitzer, 1991; Heckhausen, 1987) , and the transtheoretical model (Prochaska, DiClemente, & Norcross, 1992) describe help-seeking in terms of action phases or stages.
While the theory of planned behavior (Ajzen, 1991; Madden et al., 1992) highlights the relevance of the intention to act, assuming that the stronger the intention, the more likely the actual performance of the behavior, the theory of action phases (Gollwitzer, 1991; Heckhausen, 1987) puts greater emphasis on the phase of goal striving. It posits that the efficiency of goal striving depends on the volitional strength resulting from the intention formation, conflicting intentions, the quality of planning and of implementation intentions and the situational conditions. The transtheoretical model (Prochaska et al., 1992) refines this decision-making process for health behavior. It comprises five stages: (a) precontemplation, (b) contemplation, (c) preparation, (d) action, and (e) maintenance. During the precontemplation stage, the individual has no intention to change·and usually is not even aware of his or her problems. Problem awareness is given in the contemplation stage, and the individual is evaluating the pros and cons of change but has not yet decided on it. In the preparation stage, the individual is intending to take action and is making preparations. Change is implemented in the action stage, and if it lasts for more than 6 month, the maintenance stage is reached. Relapse can result in a recycling through the stages. Furthermore, the theory identifies 10 so-called change processes like consciousness raising, self-reevaluation, or stimulus control central to the change process. The relevancy of these different change processes and interventions varies across the different stages (DiClemente & Prochaska, 1982; Prochaska et al., 1992) .
All three models constitute a basic framework for understanding and explaining the mental health help-seeking process in a traumatized population. For that purpose, population and action-specific variables have to be added. The inconsistent empirical evidence for the transtheoretical model is a result·at least partly·of insufficient validity of the stages or their assessment and imprecise conceptualization of the relationship between stages and processes of change (Adams & White, 2005 ; Whitelaw, Baldwin, Bunton, & Flynn, 2000) . The development of a model specific for mental health help-seeking after interpersonal violence should increase validity and conceptual clearness.
Unlike the described models, AndersenÊs behavioral model of health care use (Andersen, 1995) does not target decision making but focuses on the influencing variables in help-seeking. The model comprises three groups of variables that are linked in a linear and causal sequence: (a) predisposing variables, determining the probability that a need occurs, (b) enabling variables, including structural variables of the health system as well as individual resources, and (c) need variables. Need is divided into evaluated need and perceived need; the perceived need is supposed to be more important for actual help-seeking behavior. Numerous studies support the importance of all three groups of variables (Kouzis & Eaton, 1998) .
AndersenÊs behavioral model of health care use is the model most often referred to in research on help-seeking, but it has been criticized that a clear delineation of the interaction of the variable layers is lacking (Young, 2004) . It offers a selection of relevant variables without attempting to explain the process by which they guide individual behavior and can thus complement theories targeting decision making. The distinction of evaluated and perceived need is a strength of the model, but it would benefit from a specification of these concepts.
Perceived need is the focus of the illness representation model (Leventhal, Leventhal, & Contrada, 1998) . This model identifies an emotional component and five cognitive components of illness representation: identity; consequences; illness time line; control /cure, and cause. Leventhal proposed that these representational dimensions act as a filter and organizing schema for available information and that they direct regulation processes. The model assumes that individuals create mental representations of their illness using three sources of information: information accumulated by the person in previous social interactions and from cultural knowledge, information from the significant social environment, and the current experience of the illness itself. This model complements the other theories with its emphasis on the representation of the problem the affected persons create for themselves.
There is only one model specific to trauma victims: The model of help-seeking among female survivors of intimate partner violence by Liang, Goodman, Tummala-Narra, and Weintraub (2005) presents a theoretical framework of the help-seeking processes among survivors of intimate partner violence. The model comprises three stages: problem recognition and definition, the decision to seek help, and the selection of a help provider. These stages are thought to be influenced by individual, interpersonal and sociocultural factors. Individual factors are the readiness of the affected woman to change the situation, her recognition of the problem as undesirable and continuous, and her way of relating to others. Interpersonal factors are the dynamics of the relationship, the problem definition provided by the offender, the reaction of the social environment on disclosure, potential costs of help-seeking like stigmatization, and availability of different sources of help. Sociocultural factors are cultural values and structures that reinforce power inequality between men and women, emphasize family privacy, and reject divorce. The aim of this model is about seeking help to stop intimate partner violence rather than explaining mental health helpseeking after interpersonal violence. Still, a considerable overlap in the influencing variables is to be expected between both cases.
AN INTEGRATIVE MODEL
In the following section, the basic structure of the integrative model of mental health help-seeking after interpersonal traumatization is presented, followed by the description of those individual, interpersonal, structural, and sociocultural variables influencing the process from traumatization to help-seeking.
Structure
The proposed model integrates existing theory and empirical evidence in order to combine their strengths and to maximize its fit for a traumatized population. The theories discussed conceptualize problem identification and representation, intention formation, and goal striving as important steps on the way to health behavior change or help-seeking. The proposed model includes these concepts and adds a trauma-specific step. The basic model consequently consists of five central concepts: interpersonal traumatization, perceived problem, wish for treatment, treatment intention, and help-seeking, which are supplemented by the influencing variables presented further in Figure 1 . In the following, we introduce the five factors of the basic model.
Interpersonal traumatization refers to an interpersonal traumatic event overstraining the coping potential of the individual and resulting in a transient or lasting posttraumatic stress reaction. It includes all forms of interpersonal violence and singular as well as complex traumatization and stress reactions like fear, irritability, insomnia, avoidance, and functional impairment.
Perceived problem includes the subjective definition and relevancy of the traumatization, the expectations about its time course, the subjective impairment resulting from it, and the experienced worry and suffering. It is the motivating element in the model.
Wish for treatment represents the early, more emotional and less specific idea to seek professional help (like psychotherapy, counseling, pastoral care) in order to cope with mental health problems.
Treatment intention is the elaborated, rationally based intention. It is the endpoint of a deliberative assessment of the desirability and feasibility of the wish for treatment. Only the treatment intention is associated with commitment for action.
Help-seeking refers to the mental health help-seeking behavior. It is the need demonstrated in actual help-seeking or a request for help. It comprises every contact with services independent of quality or persistence. We do not target the maintenance of the contact (e.g., therapy), which we consider to depend on a similar but not identical process. Dropout was linked to catastrophic cognitive styles and posttraumatic avoidance in one study (Bryant et al., 2007) , but research into treatment maintenance in posttraumatic stress disorder (PTSD) has not identified reliable predictors for dropout so far (Minnen, Arntz, & Keijsers , 2002) .
In accord with stage models (Weinstein, Rothman, & Sutton, 1998) , the proposed integrative model posits a specific sequential order of qualitatively different levels, which are influenced by specific variables. Unlike traditional stage models, it presumes that the levels are not categorical but continuous in nature and successively build on each other. A change in a precedent level affects the parameter value of the higher level. Consequently, the variables influencing the trajectories to precedent levels are not irrelevant on higher levels due to the dependency of higher stages on preceding ones.
Variables Influencing the Basic Model
In addition to the factors central to the described theories of help-seeking, the model integrates variables identified in research to explain the influences on the trajectories between the five main levels (see Figure 1) . These variables cover general and trauma-specific, individual, interpersonal, and sociocultural factors. They were chosen based on their empirical support and their relevancy for the target population. For the sake of clarity and parsimony, only the most proximate variables were included as influencing variables, and the developed model will abstain from specifying the exact pathways and interrelations between the influencing variables.
In the following sections, details on the trajectories between the model levels are provided and the influencing variables are specified. The higher-order variables (right column in Figure 1 ) are broad concepts of well-known impact on several pathways of the model: sociocultural background (Cauce et al., 2002; Kaukinen, 2004; Liang et al., 2005; Lin, Inui, Kleinman, & Womack, 1982; West, Kantor, & Jasinski, 1998 ) , mental health literacy (Jorm et al., 1997) , and previous experience with help-seeking (Liang et al., 2005; Wolf, Ly, Hobart, & Kernic, 2003) . Influences on Traumatization·Perceived Problem Trajectories. It is well known in clinical practice that traumatization affects its victims differentially and that only a fraction of those exposed to a potentially traumatizing event will suffer from a full PTSD (Brewin, Andrews, & Valentine, 2000; Ozer, Best, Lipsey, & Weiss, 2003) . The traumatic event and the stress reaction are individually perceived and processed by the affected individual, resulting in a cognitive representation of the problem and an emotional reaction. Two influencing variables are included in the model: knowledge about traumatization and social reference.
Knowledge About Traumatization. A recent review of public beliefs about mental disorders (Angermeyer & Dietrich, 2006) concluded that a substantial part of the lay public cannot correctly recognize mental disorders. Such a lack of knowledge should diminish problem perception because of the inability of the affected individual to conceptualize and organize his or her experiences and to appraise their meaning. Though the role of posttrauma education is still unclear, education about trauma and potential symptoms has been proposed as a posttrauma intervention (Bisson, McFarlane, & Rose, 2000) .
Social reference comprises the feedback the affected person receives from his or her social environment. Due to the uncertainty and disruption the traumatic event evoked, the affected individual is prone to rely more heavily on social cues and internalized stereotypes in attempting to make sense of his or her experience (Krause, De Rosa, & Roth, 2002) . Social feedback·be it invited or unrequested·is therefore expected to influence problem perception, either promoting or hampering a realistic representation.
Influences on Perceived Problem·Wish for Treatment Trajectories. Solving the perceived problem is the final goal of the affected individual, and seeking professional help is just one way to serve it. Even a realistic problem representation therefore does not automatically translate into a wish for treatment.
Social support. The more social support a person has, the less likely he or she is to use mental health services and vice versa (Kimerling & Calhoun, 1994; Kouzis & Eaton, 1998; Sherbourne, 1988; Wills & DePaulo, 1991) . On the other hand, support may also increase help-seeking (Liang et al., 2005; Wills & DePaulo, 1991) . This apparent contradiction is probably due to the different aspects of social support. The current model allows for this diversity by incorporating support in terms of an accepting and helpful environment on this trajectory and support for help-seeking on the intention-expression trajectory. Coping with the aid of social support depends on the availability, quality, and active usage of this resource, all of which might be impaired for a traumatized population (Hadeed & El-Bassel, 2006 , Kaniasty & Norris, 1993 Yap & Devilly, 2004) . A negative reaction of the social environment impedes access to social support (Cordova, Walser, Neff, & Ruzek, 2005) and negates the positive effect of disclosure (Bolton, Glenn, Orsillo, Roemer, & Litz, 2003) . At the same time, a negative reaction increases the desire to disclose (Maercker & Müller, 2004) and is correlated to disclosure to formal support sources (Starzynski, Ullman, Filipas, & Townsend, 2005) .
Cognitive availability of formal help. In a study on help-seeking for domestic violence, "didnÊt think of it‰ was a frequently given reason for not contacting formal help (Fugate et al., 2005) , indicating a lack of cognitive availability of this option. This cognitive availability of psychosocial help can be influenced by advice from acquaintances (Wills & DePaulo, 1991) , by a proactive offer of help, and by the presence of psychosocial services in the media or the social environment of the affected person (Jorm, 2000) .
Attitude to help-seeking. The model assumes that the general attitude of the affected person toward utilizing psychosocial care is relevant for a wish for treatment to emerge. This attitude is derived from normative beliefs transmitted by family, friends, the social network, and the sociocultural environment of the individual. Even though the prevalent attitude toward psychosocial care and the mentally ill is positive, mental illness and the need for treatment is viewed as disgraceful and a sign of weakness (Angermeyer & Dietrich, 2006; Byrne, 2000; Goldney, Fisher, & Wilson, 2000; Wills & DePaulo, 1991) . Sartorius (2002) considers stigma to be the most important obstacle to the provision of mental health care, and the fear of stigmatization extends even to the expected reaction of the health professional himself (Priest, Vize, Roberts, Roberts, & Tylee, 1996 ) .
Posttraumatic avoidance of trauma-related stimuli·including avoidance of thinking and talking about the trauma·is a core feature of PTSD. Different theories of posttraumatic stress claim that this posttraumatic avoidance aims to avoid stimuli triggering intrusion and hyperarousal (Ehlers & Clark, 2000; Foa, Steketee, & Rothbaum, 1989; Horowitz, 1993) . This conceptualization has been supported by empirical evidence (McFarlane, 1992; Steil & Ehlers, 2000) and is also valid for help-seeking after traumatization. The wish to avoid trauma-related stimuli opposes the wish for treatment and impedes it (Schwarz & Kowalski, 1992 ) .
Disrupted Interpersonal Trust. Trust is essential in the relationship between help seeker and help provider facilitating the willingness to seek care, the expression of feelings, the exchange of information and the submission to treatment (Anderson & Dedrick, 1990; Hall, Camacho, Dugan, & Balkrishnan, 2002) . Disrupted interpersonal trust is also a common reaction to traumatization. This is especially true for interpersonal violence (LaMothe, 1999) . This factor is expected to be negatively related to the desirability of any form of social support and consequently to the wish for treatment.
Influences on Wish for Treatment·Treatment Intention Trajectories. The intention to seek treatment is developed in a deliberate process in which feasibility and desirability are assessed and advantages and disadvantages are weighted against each other.
Feasibility depends on the perception of abilities and resources necessary to seek help. The affected individual assesses feasibility, taking into account his or her knowledge about institutions or professionals offering psychosocial care and the perceived structural barriers like lack of time, lack of money, local distance, and cultural or language barriers (Bui, 2003; Christiana et al., 2000; Fox et al., 2001; Fugate et al., 2005) . In case of victims of intimate partner violence, the fact that such victims are (often) under the control of the violent partner may also reduce perceived feasibility of seeking formal help .
Expected success describes the anticipation that help-seeking will lead to a reduction of the perceived problem; the stronger the expectation that receiving psychosocial care will help reducing the perceived problem, the higher the desirability to do so. Fox et al. (2001) found that virtually all of their subjects considered the expectation that mental health services would help them to be central for their behavior. Unfortunately, developing PTSD is related to a tendency for negative appraisal·among others, being unable to see the trauma as a time-limited event (Dunmore, Clark, & Ehlers, 1999; Ehlers & Clark, 2000) . Consequently, looking at all traumatized individuals, those who have been affected more severely are possibly also those having the least hope for success of help.
Guilt and shame. Feelings of guilt and shame are a common reaction to traumatization. Guilt arises from appraisal processes of responsibility for the traumatic event or its outcome, shame from appraisal concerning the violation of important internal standards (Ehlers & Clark, 2000) . Disturbingly, international studies show that the attribution of guilt to the victim is still a common reaction (Nayak, Byrne, Martin, & Abraham, 2003) . In the light of guilt and shame, the act of seeking formal help threatens the need for self-esteem and the need to belong. The adaptation strategy is secrecy·so that guilt and shame prevent the affected person from help-seeking (Byrne, 2000) . Actually, both emotions are a negative predictor of help-seeking (Mazza et al., 1996; Mol et al., 2002; Starzynski et al., 2005) .
The victim-offender relationship.
A closer victim-offender relationship impedes helpseeking Zoellner et al., 2000) , especially in the formal help system (Kaukinen, 2002) . For rape victims, the victim-offender relationship may be one of the most important determinants of help-seeking (Mahoney, 1999) . If the offender is a friend, relative, or partner, the assessed desirability of psychosocial care is reduced because of conflicting motives (i.e., the wish to protect the offender and to continue the relationship·for the sake of children, financial support, or right of residence·or the fear of revenge) (Bui, 2003; Fugate et al., 2005; Müller et al., 2004; Thompson et al., 2000) . A special case is victimization of men by marital violence, which society has not even defined as a problem and which is clouded by an especially strong tendency to blame the victim (George, 1994) .
Influences on Treatment Intention·Help-Seeking Trajectories. This transition is assumed to correspond to goal striving. The efficiency of goal striving depends not only on the volitional strength but also on the situational conditions (Gollwitzer, 1991; Heckhausen, 1987) . Three situational conditions are influencing variables of this transition.
Experienced structural barriers. Structural barriers are diverse and include a lack of providers, a rejection of a request for help or insensitivity for the realities of the help-seeking person, a lack of economic resources, no available transportation, or language or cultural barriers (Fox et al., 2001; Liang et al., 2005) . While there is an increasing awareness of the needs of female victims of violence and a growing number of providers addressing those needs, agencies servicing the needs of men with the same experience or low-threshold offers for victims of other traumas like migrants who experienced violence, war, or torture are still rare (Carey-Wood, 1997; Donnelly & Kenyon, 1996; George, 1994; Kaukinen, 2004; Liang et al., 2005) . Experienced structural barriers are expected to delay the expression of need and to slowly reduce the volitional strength. The situation is further complicated by the fact that just the same factors that are defining a high traumatization risk (like low-income, belonging to a minority; Breslau, 2002) are also barriers to professional help.
Knowledge about institutions. A lack of knowledge about institutions or professionals offering psychosocial care has been shown to be a barrier to help-seeking (Christiana et al., 2000; Meltzer et al., 2000) . This lack of knowledge effects not only the assessment of feasibility but also the implementation of the intention to seek help; the more providers the affected persons know of, the more opportunities to act they can perceive.
Interventions of others can create conditions favorable for goal striving or prevent the affected person from taking actions. Prevention by their partners from contacting formal help is of special relevance for victims of domestic violence (Fleury, Sullivan, Bybee, & Davidson, 1998; Fugate et al., 2005 ) . A special category of interventions is the proactive offer of help or referral; by adopting active policies and procedures, hospitals have been able to increase the rate of identification of female domestic violence victims by almost six times (Meichenbaum & Keeley, 2004) .
IMPLICATIONS OF THE PROPOSED INTEGRATIVE MODEL
The proposed framework highlights that help-seeking is a multilayered process with five stages. This process is influenced by individual, interpersonal, structural, and sociocultural factors that differentially exert their influence on the transitions between the stages. The model can guide research and supply a common ground for research in this population. The model provides an integrative framework for theory and empirical studies. This is of particular significance in light of the relevance of mental health help-seeking after trauma and the yet small number and low-level of integration of studies. A drawback of the proposed model in this regard is its complexity due to the aim to identify all variables central to the help-seeking process in this specific population. We accepted this complexity as a necessary price for assessing potential starting points for interventions in order to improve care for trauma victims.
Such an integrative model could become a means of communication between the different parties engaged in the field of mental health care. We thus also conceptualized it to guide decisions about measures to improve access to care and guide health policies. Proposing five transition points in the help-seeking process after traumatization, the model specifies five starting points for interventions. Interventions on the highest level aim at increasing resilience and reducing vulnerability. Interventions on the next level support the individual in the perception and definition of the traumatization and are aimed at the acceptance of need and the reduction of denial. Interventions on the third and fourth level should heighten the availability as well as the perceived desirability and feasibility of help-seeking as an effective coping strategy and should reduce implicit and explicit individual barriers. A more emotional path of interventions would be indicated on the third level and a more rational path on the fourth level. Interventions on the fifth level pertain to the more externally located barriers or promoters to action.
The probability of help-seeking increases when the act of seeking help is more private, while the problem necessitating the help is public and the public consensus on help-seeking is high (Wills & DePaulo, 1991) . Accordingly, public campaigns including information and advertisements via different media, information sheets, social events, and classroom instructions have been found to increase knowledge about disorders and symptoms, increase willingness to seek professional help, and decrease fear and social distance (Angermeyer & Dietrich, 2006; Jorm, 2000) . A campaign based on the model would have to include information relevant for all stages because target groups would be mixed with regard of the help-seeking process. Matching the information to different target groups should at the same time enhance its assimilation and consequently its effect. Relevant elements for such a campaign targeting all transitions are:
1. Psychoeducation about trauma and the impact of trauma in order to increase problem perception and improve problem representation in trauma victims and their social environment. This would also increase the social networkÊs ability to respond helpfully and to support the affected person. 2. Information normalizing reactions on traumatization and the need for support in order to reduce shame, embarrassment, and stigmatization. 3. Awareness raising for formal psychosocial help systems and information about their offers and access in order to increase cognitive availability of formal help and reduce perceived barriers. 4. Information about effective treatment options and the benefits of interventions in order to increase the desirability of formal help.
A shortcoming of public campaigns is that they can only target those barriers to help-seeking manipulability by information alone. Other influencing variables, like the disruption of trust or feelings of guilt, are part of the posttraumatic syndrome and are the target of specific psychotherapeutic interventions. In order to overcome these barriers, a proactive approach with an institutionalized screening for trauma in all health care settings, information about the disorder at local services, as well as encouragement and referral is promising (Fox et al., 2001; García-Moreno, 2002; Meichenbaum & Keeley, 2004) . Training of health practitioners might be necessary to provide screening tools and helpful interventions, to reduce the fear, to open PandoraÊs box, and uncover problems they are not prepared to handle, and to meet any tendency to react in a potentially harmful way like communicating a lack of time or blaming the victim. Furthermore, while structural barriers only existing in the perception of the individual due to a lack of or false information may be easily reduced by information and a proactive approach alone, this is not possible with existing structural barriers. Fortunately, structural barriers allow direct external control, like increasing the density of psychosocial services for victims of trauma or offering services in the native language. Any development of interventions to improve formal psychosocial help-seeking should therefore include two things: First, just as the sociocultural background and trauma-specific situation of the person are relevant for the help-seeking process itself, no intervention can be developed without careful consideration of the sociocultural context or without sensitivity to the reality of the affected person. Second, help-seeking is not the only way to cope, and alternative ways of coping·like informal help-seeking·should be valued as important and potent reactions an individual can choose for him or herself.
In future studies (e.g., Schreiber, Renneberg, & Maercker, 2009 ) it will be important to systematically target the moderating factors and to establish a thorough understanding of the intrapsychic processes composing the transition from one level to the other. Studies should not be confined to the definitions of professionals but should include the view of the affected person and target the processes of appraisal and decision making·embracing the individual experience. They should also explore feasible interventions promoting these processes and ensuring an optimal constellation of the moderating factors.
The integrative model developed in this article describes mental health help-seeking after interpersonal traumatization as the result of a decisional process, which is differentially influenced by individual, interpersonal, structural, and sociocultural variables. It can be a starting point for research as well as the development of interventions in this field.
